NOTICE OF PROPOSED RULE ADOPTION

STATE OF MiSSISSIPPI
OFFICE OF THE GOVERNOR

DIVISION OF MEDICAID
Miss. Division of Medicaid
c/o Ginnie McCardle, Staff Officer Specific Legal Anthority authorizing the prommnigation of
Waiter Sillers Building Rule; Miss, Code Ann. §43-13-121(1972), as amended
550 High St.
Suite 1000 Reference to Rules repealed, amended or suspended by the
Jackson, MS 39201-1399 Proposed Rule :
(601} 359-6310 Provider Policy Manual Scction 64.08

hitp:/fwww.dom.sfate.ms.us

Explanation of the Purpose of the Proposed Rule and the reason(s) for proposing the rule:
AP2008-57 This administrative policy amendment is being filed to update the Division of Medicaid's policy regarding
Long-Term Care/Pre-Admission Screening (PAS). Some updates have been made to the actual screening tool.

This rule is proposed as a EFinal Ruie, and/or a [ Temporary Rule (Check one or both boxers as applicable.)

Persons may present their views on the proposed runle by addressing written comments to the agency at the above
address. Persons making comments should include their name and address, as well as other contact information, and
if you are an agent or attorney, the name, address and telephone number of the party or parties you represent.

Oral Proceeding: Check one box below:
[JAn oral proceeding is scheduled on this rute on Date: Time:
Place:

Ff you wish to be heard and present evidence at the oral proceeding you must make a written request to the agency at
the above address at least _§ ___ day(s) prior to the proceeding to be placed on the agenda. The request should
include vour name, address, telephone number as well as other contact information; and if you are an agent or
attorney, the name, address and telephone number of the party or parties you represent.

An oral proceeding is not scheduled on this rule. Where an oral proceeding is not scheduled, an oral proceeding
will be held if a written request for an oral proceeding is submitted by a political subdivision, an agency or ten (10)
persons. The written request should be submitted to the agency contact person at the above address within twenty
(20) days after the filing of this notice of propesed rule adoption and should include the name, address and telephone
number of the person(s) making the request; and if you are an agent or attorney, the name, address and telephone
number of the party or parties you represent.

Economic Impact Stafement:  Check one bex below:
XIThe agency has determined that an economic impact statement is not required for this rule, or
[JThe concise summary of the economic impact statement required is attached.

The entire text of the ProppseeRule including the text of any rule being amended or changed is attached,

Proposed Effective Date of Rule: Janvary 1,2009

Executive Director

Signatunﬁﬁd Title of Person Submitting Rule for Filing SOS FORM APA 001
Effective Date 07/29/2005



The PAS consists of ten {10) domains, or sections, most of which have two (2) or more subsections. The
table below lists the sections/subsections and ideniifies the populations for whom each subsection
applies.

I Intake All applicants

Il Functional Screen

HA ADL's & IADL's All applicants
B Communication/Sensory All applicants
All applicants (caregiver response
lll Cognitive Screen component applies only if caregiver is
present)

IV MoodiPsychosocial & Behaviors

IVA Moad/Psychaosocial All applicants

IVB Behaviors All applicants

V Medical Screen

VA Medicat Conditions All applicants
VB Health-Related Services All applicants
VC Medications All applicants
VD Medical Stability All applicants
VE Medical Summary All applicants

VI Social Supports

All applicants with-a-prirmary-caregiver

except Nursing Home and other
institutional residents not seeking

community placement.

V1.1 Primary Caregiver

V0.2 Formal Agency Supports All applicants

All applicants except Nursing Home and
VIl Home Environment other instituticnal residents not seeking
community placement

Provider Policy Manual L.ong Term Care/Pre- Section: 64.08
Admission Screening (PAS)
Page 1 of 32



Vil

Informed Choice

All applicants except Nursing Home and

VIl.1  Individual Strengths other institutional residents not seeking
community placement
VIII.2  Program Options & Desired Assistance All applicants
V1.3 Individual Choice All applicants
All applicants presented with Nursing
IX Level |l Determination (PASRR) Facility placement as an option in Section
Vi
X PAS Summary & Physician Certification | All applicants

The Pre-Admission Screening (PAS) Application for Long Term Care may be reviewed in its entirety on
the following pages of this section.

Provider Policy Manual

Long Term Care/Pre-

Admission Screening (PAS)
Page 2 of 32

Section: 64.08



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

I. INTAKE

“Screen

”Scréener 1 Name (Last, Firsi) & Credential:

Screener 2 Name (Last, First) & Credential:

Screener 3 Name {(Last, First) & Credential;

Screener 4 Name (Last, First) & Credential:

*Organization:

*Mailing Address:

*City: *State: k »:;le Code:
*Telephone: *Fax: & ‘%;aﬂ

Provider Number (if applicable):

*l.ocation at time of screen (check box):

O Person’s Residence [ Nursing Facility [ Hospital (J Othef

Middie): 'ﬁlst, Middie Initial, *L ast}:

*Street Address:

*City.

*Zip Code

Medicaid Number:

S8N; Medicare Number;

: *DOB:M (MMDDICCYY) *Gender (check box)

QO male O Female

5

(-] enfa If none, enter “non

‘Namedine .’

“Name fLast, Firsh, Midcle): (‘Eirst. Middle Injfial. “Las

“Sireef Address:

*City: *Siate: *Zip Code:
*Relationship t&" Person: Telephone:
Comments;

*Denctes Required Fields

MSPAS MS LTC PAS 01/09




MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

l. INTAKE - continued

oS

*P'Hy'éic;.ian: ' T elephone:

*Physician Mailing Address, City, State, Zip:

Case Manager (if different from screener): Telephone:

Case Manager Mailing Address, City, State Zip: (if different from screener):

O Lives Alohe

U Lives with Spouse

O Lives with other Relative

1 Lives with non-Relative

Facility Name (if applicable):

*Denotes Reguired Fields

MS RAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID
Pre-Admission Screening (PAS) Application for Long Term Care

ll. FUNCTIONAL SCREEN

A. ACTIVITIES OF DAILY LIVING (ADLs) & INSTRUMENTAL ACTIVITIES OF DAILY LIVING
(IADLs)

- Enter score in box {must be whole number)
- Consider the past 30 days
- Scoere based on functionality achieved with assistive device(s), if used

buses, taxi “‘cycles etc.? This includes
entermgz'exmng transportatlon such as cars bg;ééz‘ d taxis.

*3. TRANSFERRING — How mui
basis for safe transfer, |nclud|ng fmm % rlow
onto and off of toilet; and into and Uat of ba -%p sho

erson able fo eat'and drink safely? This includes ability to cut,
if person is fiibe fed or fed intravenously, circle "0” if s/he
'2,.or "3 if s/he requires another person to assist.)

chew and swallow foods. “{N¢
can feed self independently, ol
Excludes meal preparation

| P
the tub)eiIV feedlng |nGbEpendentIy, or“1”,"2" or“3" if sthe reqwres another person to
assist

Comments:

* Denotes required fields

MS-PAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

Il. FUNCTIONAL SCREEN - contfinued
A. ADLs & IADLS {cont'd)

- Enter score in box (must be whele number)
- Consider the past 30 days

- Score based on functionality achi.eved with assistive device(s), if used

safely? This mcludes flushing, cieansing of seff, changmg p{ﬁtgctlve arm
clothing, washing hands, managing an ostomy or catheter Exclides trans!
continence {Note ~ fimited hands-on assistance |!;5;I§1des emptying bedpans?)

*1.

[ “undress as necessary
regardless of clothing type? This in ' ility to:put on prostheses, braces, anti-embolism
hose and choice of appropriate cIotf‘iés for the! wegg er and for personal comfort. Difficulties
with a zipper or buttons at the back of ﬁ"ﬁress or biuse do not constitute a functiona! deficit.
{Note: if person cand ess mdependently pyt normally requires 30 minutes or longer doing
50, SCore as "Supel i ).) o

*8. saféiy dress al

P

: g sperson able to perform personal hygiene/grooming
actl\fltlas ‘safely, mcludlng but not ||m|tet3f to combing hair, shaving, oral care? Exclude nail

vvvvv

caré and washing hair (which is addressed under bath:ng)

8.

*10. MEDICAT[ON;. AGEMENT How well is the person able to safely manage and
adrinister pills, liquids; inhalers, nebulizers, eye drops, ear drops, self-administered
injectables, 1V medlcattons medication pumps‘? Excludes insulin and monthly injections,
such as B- 12 shots. i

Comments:

*Denotes Required Fields

MS-PAS MS LTC PAS 01/09




MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

. FUNCTIONAL SCREEN - continued

A. ADLs & IADLS (contd)

- Enter score in box {(must be whole number)
- Consider the past 30 days
- Score based on functionality achieved with assistive device(s), if used

|nsu||n'? if

———
A3 L R 8 s o

TRTIR T

DOES PERSCN USE INSULIN'? (Pleace check Yes No or N!A)

*11a. Can persen administer finger sticks and understand Accu- Chek®
(glucose testing) results?

{If Yes_answer Questions 11a, 11b, and 11c. Otherwise, skip to Question 1_)

DErson does not use msulln select N/XTOR:

How well is the person able to safely manage and.administer

all items.

Shidn

G f g,

*11b. If on a fixed dose, can person self-inject insulin with a pre-fi Iled synnge

]

|nsuhn7

Comments:

*Denotes Required Fieids

M3-PAS MS LTC PAS 01/08



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

Il. FUNCTIONAL SCREEN - continued
A. ADLs & IADLSs (cont'd)

- Enter score in box (must be whoie number)
- Consider the past 30 days
- Score based on functionality achieved with assistive device(s), if used {Includes catheter and ostomy)

E
Fvstets

Badiid Fathe eny
SEREEIILINNY
Si

H
FRkvy

it

Sagi
chivi
LY.

R g ham i s

;« e

R
i
35

:
%

Preted

oeif 300
328
s

T

gg tarlly control the: dlscharge of

et r e

body waste from the bowe!? i

Comments:

*Dengtes Required Fields
MSPAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID
Pre-Admission Screening (PAS) Application for Long Term Care

. FUNCTIONAL SCREEN - confinued

A. ADLs & IADLSs (cont'd)
44. UNDERLYING CAUSES OF ADL/IADL LIMITATIONS — Check all that apply

1250 0 o b S oo
el B G A S e
$ohaveacbsseniiangraivay

DL}

45

Amputation Paralysis _Cannct Crush Pills
Balance Problems Physiological Defect P Canno{%ﬁqﬁan Blister Pack
Bladder Incontinence Poar Bentition . ;y-uot Oper; Con\'{;igj_'ners
Bowel Incontinence Sensary Impaiment -'!:;earing Camé@;u'se Ear/ ;e:brops

Hih 0
Catheter Liguid M%“ﬁg@ions Only
Choking Po@f&pdﬁrdinaﬁon

Decreased Endurance

a3 A
Pfeva s

LA

tinable to Draw Medication

%25 Unable to put Medication in
Mouth

Unable to Read Labels

Fine or Gross Motor Impaimment

Fracture{s)

Lack of Assistive Devices

o - e - 3

Limited Range of Motion ; ééha\;ioﬁ‘%&es nd Complex Regimen

Muscle Tone Qoé‘g_[tive [mii‘_‘a‘fﬁnent Does not Follow Frequency
Neuralogical Impairment e &%@f Falls Does not Foliow Dosage

Obesity Forgets to Take Medication

Mixes Alcohol with
Prescription Drugs

Ostomy

Oxygen Use

*Denotes Required Fields

ME-RAS MS LTC PAS 01/08



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

I. FUNCTIONAL SCREEN - continued
A. ADLs & IADLs (cont'd)

15. ASSISTIVE DEVICES - Check all devices that the person either uses today or needs. (Note that
some devices with multipie ADL/IADL uses are listed only under the most common ADL/IADL application.
Check box even if used or needed for a different ADL/IADL.)

:Toileting/Cantinence Re

T Cane  Standard

Aduit Diapers”™
Cane — Quad Bedside Qﬁtﬁ@odeﬁedp@_
Cane Grip Strap ' InfOut Catheters: i BB
Crutches Raised Commodg; Seat E
l.eg Brace Toilet Paper Wiper&id: b
Motorized Scooter . Washable Bed Pads ™! 5
Prostheses | Zipper Hooks/Pulls
Ramp ing Relate
Walker — Not Wheeled ”rEEigndheld Shower H&ad
Walker — Wheeled Shﬁ&ﬁter Chair i
Walker with Seat (trough) Shower: SIlde!SwweL haar
Wheelchair — Standard Spemaﬁ!ﬁd Brushes
Wheelchair — Motorized sfated:

Wheelchair — Customize Buﬂon Hook*’?
TransferRelated:: i Dressing Stick

Bed Pull- : iy, Elastic Shoe Laces
Furniture Risers | Long-Handled Shoe Hom
Grab Bars/Hand Rails

Hospital Bed
Leg Lifters Hatr Dlyer Stand
Lift Chair Velcro Handles/Cushien Holders for

Lift/Ceiling Track syste
Mechanical Lift {not chatr}
Qverhead Trapeze 3
Raised Seat Cushlon

Brushes, Razors, Toothbrushes

Commumcétton Board
Other Communication Aid {specify)

Adaptive: tensﬁs
Home Delivered Meals
Mechanicatfly Altered Food

*Denotes required fields

MS-PAS MS LTC PAS 01/08



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care
Il. FUNCTIONAL SCREEN - continued

B. COMMUNICATION/SENSORY - Enter score in box {must be whole number)

0

1 Person can fully communicate with the use of assistive device s,
2. Person can communicate only basic needs to others g

3. Person has no effective communication

Comments:

*Denotes Required Fields

MS-PAS MS LTC PAS 01/08



MISSISSIPPI DIVISION OF MEDICAID
Pre-Admission Screening (PAS) Application for Long Term Care

. FUNCTIONAL SCREEN - continued

B. COMMUNICATION/SENSORY {cont'd) — Enter score in box {must be whole number)

Score

0. ADEQUATE Sees fine detail, including regular print in newspapers:‘books ey

SR

) MILDLY IMPAIRED — Sees large print, but not regular print in newspapersfbooks
2. MODERATELY IMPAIRED - Limited vision; not able to see newspap headllnes _but can identify

EE

3.

4, SEVERELY IMPAIRED - No vision OR sees only Ilght colors and shapes
follow objects

UNK | Unable to determine appropriate score
Comments:

1. MILDLY iM’PAi- s Minimal dn‘ﬁcultjf when not in quiet settlng

2. MODERATELY M REEr- Hears in special situations only; speaker has to adjust tonal quality and
:speak dlstlncﬂy

“'HIGHLY IMPAIRED Absence of useful hearing
Unabie to determiggle appropriate score

*Denotes Required Fields

MS PAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

. COGNITIVE SCREEN (ORIENTATION)

What is the person’s level of awareness to person, place and time?

- Check appropriate boxes, based on responses (check "does not know” if person is non-responsive due to
severe cognitive impairment, such as advanced Alzheimer's)

- A caregiver should be familiar with the persan’s orientation on a daily basis. It can be a relative or non-
relative, including a staff member in an Assisted Living Facility or Nursing Home .

- Instruct caregivers to consider the past 90 days

i

A1

A

() Check if Caregiver not present (skip Caregiver Judgment items in N

does persan know!

T o

] Knows O Does O Seldom/
not know : never knows
Last Name +
O Knows | O Does Usually | [ Seldom/
not knq)a??i ,, Knows never knows

Caregivers N
giver's Name O Aways | OO Usually | U Seldom/

O Knows | O.Does
i knows Knows never knows

Comments:

Immediate
“Environment

[J Does O vUnable | Aways | OO Usually | O Seldom/
not know to determine | knows Knows never knows

k t_ AR 0 Does O unable | O Always | L1 Usually | [ Seldom/

not know to determine | knows Knows never knows

Cit
y O Knows | O Does O Unable | O Always | [J Usually | [0 Seldom/
not know to determine | knows Knows never knows
State
O Knows | [ Does O unable | Aways | J Usually | [0 Seldom/
not know to determine | knows Knows never knows
Comments:

*Denotes Required Fields

MS-PAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID
Pre-Admission Screening (PAS) Application for Long Term Care

lll. COGNITIVE SCREEN (ORIENTATION) - continued

?Da
Y O Knows | O Does 0 Unable | [ Always | O Usually | O Seldom/
not know to determine | knows Kmows never Knows
Month F
Ll Knows | 00 Does O unable [ Alway I:l Usually O Seldom/
not know to determine knows never knows
Year E
O knows | Does | [ Unable | Always<{f] ‘ Seldom/
not know to determine | knows Esisl
Time of Da & Shih, i
y O Knows | [0 Does e | O Always Jsually D Seldom/
not know knows 3 never knows
Comments:

1 = Mildly or Modetately Di

— Mild, but definite impairment or confusion (e.g., unsure
about orientationt io tlme

;mpamnent in a few aspects of short term or leng term memory) OR

‘cannot,recall |mporiant events ir‘his/her life)

Severely DlsorlentedlConfused — Thoroughly disoriented or confused to person, place, time and what is
occurrlng;rlght n_ow sugmﬂcant |mpa|rment in short term and/or long term memory OR unable to respond

*Denotes Reguired Fields

MSPAS MS LTC PAS D1/09



MISSISSIPPI DIVISION OF MEDICAID
Pre-Admission Screening (PAS) Application for Long Term Care

IV. MOOD/PSYCHOSOCIAL & BEHAVIORS

A. CURRENT MOOD/PSYCHOSOCIAL — Check current Mood/PsychoSacial status as applicable
{exception — check “Psychoiogical lliness History” if ilness was diagnased but is no longer symptomatic)

Psychological lliness Present

Psychological lliness History Friend

Depression Death of Pet

T
¥33
3

Nervousness/Anxiety Other (Specif&ngomments)

5 g
gt

3

ke
R RS B
Fas

Crying :Significan)

i
5 5o d e o h b

insomnia

Nightmares

Loss of Appetite

Concerns Regarding Potential
PsychoSocial Situation

Poor Eye Contact

Withdrawal from Activities of
Interest

Loneliness/lsolation afety Concerns

Other (Specify in Comments)

Victim of Assault/Theft

Victim of Abuse/Neglect

Other (Specify in Comments)

*Denotes Required Fields

MSRAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

IV. MOOD/PSYCHOSOQCIAL & BEHAVIORS - continued

B. BEHAVIORS

- Consider behaviors during the past 90 days that required some level of intervention to address (You may
mark "H" for behaviors that occurred historically, defined as greater than 90 days ago but within the past
two years)

- Forinterventions, consider the most commaon level of intervention required

- 'Easily altered” applies to persons who can be redirected verbally without difficulty

- "Not easily altered” applies to persons who can be redirected verbally with dlfﬁculty or who require
physical or chemical restraints (to the extent allowed by law) AP,

 Frequency of Behayi i “Fraguent A
0 = Has not occurred What mtens:ty of mglm?;@flon is Reqmred‘?

»nw
-, g5t

H = Has occurred historically {greater than past 90 days)

1 = Ocecasicnal behavior requiring intervention no more
than once per week

2 = Frequent behaviar requiring intervention more than
weekly, but less than daily

3 = Constant behavior requiring daily intervention

o

AR
R I TN TR
R R T A L nu»mwuwmm“%
o preeyes w»o»xx 1L : t%
it

; SIVE: Thieaten! :E‘QWJ*’%W%LE!Q andlorc ms
BERAVIOR FREQUENCY farsie) aiteshe hihids it
0 H 1 2 3

*BEHAVIOR EXAMPLES — IF FREQUENCY IS GREATER THAN "0" {check alf fhﬁf‘ﬂ?w
it

Q Falsely accuses others of stealing d Splttthg al; others

Q Other (please specify):

iswo et @
»igi w\»wwa pieiEhY

i e g 25 8 det 5 5 8

“SENAVIOR FREQUENCY (o) —

o H 1 2 0 1

ssm

Q Hlts!shozgggs?scratches others O Intimidating/threatening physical harm
2, hrovgsfﬁems at others

O Combative regarding pe
Q Sexually abusive
Q Other (please specify):

*REQUIRED INTERVENTION INTENEITY (circie}

3 0 1

IF FREQUENCY1§§§REAfER THAN *0" (check alf ihat apply)

*BEHAVIOR EXAMPLES

O Refusestoeat 0O Refu%gs to participate in personal care {non-viclent) [ Refuses to take necessary medications

Q Other (please sp¢ clfy)

Comments:

*Denotes Reguired Fields

MSRAS MS LTC PAS 01/08



MISSISSIPPI DIVISION OF MEDICAID
Pre-Admission Screening (PAS} Application for Long Term Care

IV. MOOD/PSYCHOSOCIAL & BEHAVIORS - continued

B. BEHAVIORS (cont'd)

tp

REQLIRED INTERVENTION INTENSITY (circis) .

0 H 1 2 3 0 1
*BEHAVIOR EXAMPLES - IF FREQUENCY IS GREATER THAN "0° {check aff that apply)
U Leaves home and becomes lost Q Wanders — seeking exit

Q Other (please specify)

ey
AR R

Rk hrind

R A

i

Frrsonty:

FH
S

H
veay

e S
o GRS 5
i P 48 e ettt ]

‘BEHAVId R FREQUEN

0 H 1 2 3
*BEHAWVIOR EXAMPLES - [F FREQUEMCY IS GREATER THAN °0° {check alf that apply) oo
Q Breaks objects U Hiding items sk E N gg%%iappropriate noises
O Inappropriate talk or actions Q Inappropriate toilqggﬁz;mensééam@ Puts lnaézgsggrl;gg’énon-food items in mouth
0 Repetitive movements Q Rummagingitgél;é?ﬁ%@ings *" 0 Unsafe E%éking [ Unsafe smoking

Q Other (piease specify).

SRR IEERRETE

Repeate

0 H 1 2,

"BEHAVIOR EXAMPLES - |[F FREQUENCY IS GREATER”

Q Biting/scratching/picking at self

icidat behavior.

SR T TR RN

0

1 Suicidal

Q Other (please specify);

= o

ot
g LRI
H

0 H 2 _ 0 1
*BEHAVIOR EXBMPLES —F FREQUENCY 15 GREATER THAN 0 {chpck ail fhat &poiy)
Q Hallucinations O Manic symptoms/mood swings

O Delusions

Q Other {pf

Comments;

*Denotes Required Fields

MS-PAS MS LTC PAS 01409



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

V. MEDICAL SCREEN
A. MEDICAL CONDITIONS

- Check only those diagnoses that have a current relationship to ADL. status, cognitive/behavioral status,
medical treatments, skilled nursing care or risk of death

Angina (chest pain) Arthritis/Osteoarthritis

P oSclarotic Arteflosclerolic Arthritis/Rheumatoid Cataracts

Cardiac Dysrhythmias Degenerative Joint Disease Diabfic Retinopathy
Congestive Heart Failure Fracture/Unspecified ) _ ﬁ@;ﬂucoma %
Cerebral Vascular Accident Fracture/Hip o

Deep Vein Thrombosis Fracture/Pathological.:

Hypertension Gout

Hypotension Joint Repair orﬁﬁepfagment Anmeﬁbasorder
Myocardial Infarction Missing Limb. R i :'gg_lpolar Disorder

Peripheral Vascular Disease
TranSIent Ischemic Attack

#*Depression {major)

Depression (other)

) Schizophrenia/other psychoses
Diabetes IDDM (insufn dependent) imer “[9. Respirat

Diabetes NIDDM (non-insulin dep.) Asthma

Hypetipidemia Bronchitis/Chronic
Hyperthyroidism ?g 5 Chronic Obstructive Pulmonary
Hypothyroidism : B@ment‘@iﬁ“q; AlzhEImer‘s) Disease

Dauelopmenia?basabillty Emphysema
miplegia’ influenza
ﬁﬁ%ﬁgton’s Disease Pneumonia

GI Ulcers
Gastroesuphéﬁéal;Reﬂux Disease

Impairment/Central Nervous Tuberculosis {positive Mantoux)
‘Mental Retardation " )t

Multiple Sclerosis Allergies (specify type in comments}
Muscular Dystrophy Anemia

Renal Failure

' Llrlfi’ﬁuyr Retention Neuropathy Cancer
Urinary Tract Infection;;, Paraplegia Cellulitus
Parkinson's Disease Coma
Quadriplegia Constipaticn
Seizure Disorder Decubitus Ulcer {describe number
Traumatic Brain Injury and type(s) in comments)

Explicit Terminal Diagnosis

Functioning at Brain Stem Level
HIVIAIDS
Septicemia

Other (specify in comments)

Comments: Use Medical Summary at end of Medical Section, if needed.

*Denotes Required Fieids

MS-RPAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

V. MEDICAL SCREEN - confinued

*B. HEALTH RELATED SERVICES - indicate frequency if receives todayr and amount is known

pEestae

Bladder/Bowel:

= Bowel Dilation

= Catheter Care

«  Qstomy Care
Feedings:

= Parenteral Feedings/TPN

« Special Diet (specify)

* Tube Feedings
Injections/V:

« Intramuscular/Subcutaneous Injections

* Intravenous Infusion Therapy
Medications:

= Drug Administrafion

= Drug Regulation
Rehabilitative Nursing:

* Bowel/Biadder Training
Range of Motion
Teaching/Training
Turning and Positioning
Cther Rehab Nursing
Respiratory:

» Chest-Physio Therapy
CPAP
Oxygen
Small Volume Nebulizer
Suctioning
Trach Care

»  Ventilator
Skin Care;

= Neon Bowel/Bladder Care

» Pressure/Other Ulcers

= Wound Care
Therapies:

= Alcohol/Drug Treatmen

* Individual/Group Therapy — Psycho/S
Occupational Therapy -
Physical Therapy
Rgspiratory Therapy
Speech Therapy

= Fluid Intake/fOutput
= Hemodialysis,
= Peritoneal Dialys
]

Restraints
Other (specify}:
Comments: Use Medical Summary at end of Medical Section, if needed.

*Denctes Required Fields

MS-RPAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID
Pre-Admission Screening (PAS) Application for Long Term Care

V. MEDICAL SCREEN - continued

B. CURRENT MEDICATIONS

- Include both prescribed and over-the-counter medications currently being taken
- Identify dosage, frequency and prescribing physician (as applicable) for ail current medications
- Check Psychotropic box if a medication is being administered for the purpose of treating a behavioral health

condition :
T SR
b ;. 2
1 ;
2 -
L g i
3 - S —

SR i
Ao

19

20
Comments:

*Denotes Required Fields

MS-PAS MS LTC PAS 01/08



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

V. MEDICAL SCREEN - continued

*MEDICAL STABILITY & STATUS - For stability, record episodes in past 90 days.

*1. Emergency Room Visits

* Hospitaiizations (if any, provide details, including discharge dates and
" diagnoses in Comments below)

*3.  Physician Office Visits (total across all doctors)

*4. Number of Falis

Does person have an active, life threatening condition? (If  YES
Comments below)

*6. |s person medically stable? (If no, describe in Compia

*7 Does person require 24-hour/7-day per weelg@ét@@(lf yes, Q{%’scnbe in
" Comments below) . S gy

*8.

Comments:

*Denctes Required Fields

MSPAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID

for Long Term Care

jon

icat

ing (PAS) Appli

Screen

ission

Pre-Adm

MEDICAL SCREEN - continued

V.

*E. MEDICAL SUMMARY (Attachments Acceptable)

aprEsEY

*Denotes Required Fields
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MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

Vl. SOCIAL SUPPORTS

O N/A - Person resides in nursing facility or other institutional setting and 1S NOT SEEKING
PLACEMENT IN THE COMMUNITY ( if checked, skip section)

Q Check if person has primary caregiver/contact, but person is not present at screening
| O Check if person has no caregiver or emergency contact

Aragiv
*Name I*F[rst, Mlddle ImtualI *Last)

*Reilation g

U Spouse O Child O Parent O Other Relative O Friengd:#'Q Other _*
Lives with Person? Designatec Representative? (If answered *No” to both, enter addr&ég
Oyes O No O ves U No

*Street Address: (Write "Same” if lives with person and/or "DR” if Designated Representative)

*Zip Code:

P

Individual is ernergency contact only/not serving as 9{ sPerson°ai"° . ADLs @@g» bathing, dressing etc)

caregiver {skip remainder of table)

m&gz’;

t°H0u*e'.«ekeeplng?l;gﬁtrires

go««Ef
K

Every day

o
e

Several days per wesk Meal Preparation

At [east once per week dication administration & oversight

Less than once per week ; ’hoppinglErrands

Supervision for safety

Transportation

Other (specify in comments)

GQdd Q Fair O Poor 4 Don’t Know

Q E?;_(ceiient "I:I Good QA Fair O Poor U Dont Know

*Is caregi

r ablefwilling to maintain current level of support in foreseeable future? If no, explain in comments

d No

Comments:

*Denotes Required Fields

MSRAS MS LTC PAS 01/08



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening {PAS) Application for Long Term Care

VL. SOCIAL SUPPORTS - continued

QO Check if person has no formal agency supports and complete “Needs” portion of

ppor

>SUPDOIT ;| table only
Agency 1 Name Agency 2 Name
Address (Street, City, Zip Code) Address (Street, City, Zip Code) ¥
Telephone: Telephone:

Adult Day Care

Assisted Living +"Vijpstiome Nursing Respite
RN BE

Attendant Care Instititional Respite {15

Attendant Call System y ntermittent ggg@g@iﬁsing

Case Management

Er

| Medication Ag’fﬁfnistration10versight

Chore Services Personal Care

Environmental Modifications

‘:Programming

Home Health Aide

.| Transition Services

Transportation (Escorted and non-Escotted)

Homemaker

Other (specify in comments)

" ity

Home Delivered Meal g

Comments:

*Denotes Required Fields

MSRAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID
Pre-Admission Screening (PAS) Application for Long Term Care

Vil HOME ENVIRONMENT

3 N/A - Person resides in nursing facility or other institutional setting and |S NOT SEEKING
PLACEMENT IN THE COMMUNITY (if checked, skip section)

O Person resides in nursing facility or other institutional setting and is seeking placement
in the community {(check desired dwelling type and provide further details about
availability of desired community placement in comments section, mcludmg whether
placement arrangements have been made.)

House #Il’ Condmonlng

ype.

Heat il
Apartment Type: TS
Trailer Workin Smoke DEféétoys

EA

Congregate Housing

Other (specify in comments)

T e -

Fivinasrhasint i ivk

Accessibility

[Eiseeecy

Roof *’ Se\fé@yyeather EF’roced ure

Walls

Eretae

Floor

Other (spemfy in comments) Moderate Crime

| Low Crime

*Denctes Required Fields

MSPAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

VIll. INFORMED CHOICE

The purpose of this section is to match the person’s care needs, strengths and desires with DOM-covered long term care
pregrams, to ensure the person, and person's family, is able to make an informed choice from the available DOM-covered
options.

O N/A - Person resides in nursing facility or other institutional setting and |S NOT SEEKING
PLACEMENT IN THE COMMUNITY (if checked, skip section)

] Document person’s strengths as they relate to remaining in their home or another
community setting. Check all that apply and prowdé ‘additional detail in comments
sectlon as approprlate

iy

- Social Suppo

R

s3aey

ks

&
SR by G na: b
Ha

s
R e e retpE g L G S s

”Vﬁw»»$$$»§»}§“$ﬂ» =
Active in churchffaith-based ’ﬁ%ﬂ” N =
organizations g;gg;g «zﬁﬁequate housg

3ing
pes
Active in clubsirecreatlonal

SERIRTRRTY

Supportive Famlly

gt

Supportive Friends E’;@gnmally sa{afre

groups
Supportive Neighbors Active in sports i} Adé*’%ytransportatlon
Other (specify in comments) Employed .E-Qafé environment

Vo[unté'gis

Other (specify in comments)

3 @fheragapgemfy in caamments)

FiEFoa
preee

3
E P43 10 1T TR
S

H
3
i3

-

Adequate physical health

Balanced mental health

Adequate self-care ability:{ ;
support)

Adequate access to medical carg |

Adequate cammunication skills Sense of purpose

“}::Ability to ask for and accept help

o

Knowledge ab?ﬁihow chagees*

Syt

Other (specify in commenis)

*Denotes Required Fields
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MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

VHl. INFORMED CHOICE - continued

Deswed Ass:stance (CHECK ALL THAT APPLY within potenttal placement optlons)

Nursing Facility {all inclusive)
Adult Day Care
Assisted Living Placement
Aftendant Care
Aftendant Call System
Case Management
Chore Services
Environmental Modifications
Escorted Transportation
Homemaker
Expanded-Home Health*
Home Health, Expanded*
Home Delivered Meals
In-Home Respite
In-Home MNursing Respite
Institutional Respite
Medication Admin/Qversight
Personal Care
Programming

{ntermittent Skied-Nursing
Skilled Nursing, Intermittent
Specialized Equipmeant/Supplies

Transition Services
Transportation

*

Speech Therapy

*Denotes Required Fields

MS-PAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID
Pre-Admission Screening (PAS) Application for Long Term Care

VIII. INFORMED CHOICE - continued Person's Name:
Date:

Note — If completing PAS electronically, record options presented below. Obtain signatures and initials on hard copy

PAS or hard capy "PAS-Informed Choice” form. Retain hard copy document with signatures and initials for later DOM
revlew |f re

mwﬂ* ; e
bttt . o

59

Nursing Facility Placement 4

i

S ey
RRRRAN

R REAREE L

#pl.

Assisted Living Waiver " "&“‘

Elderiy/Disabled Waiver

Independent Living Waiver

TBI/SC| Waiver

Cther (specify):
Cemment: Comments:

*Screener:

SGI’VICES

*Signature

- | hereby _};Kﬂc . participa on in this screening process, agree that | have had long term care program

- options explained to me and;have indicated my choice by initialing in the appropriate box above. | also have been
- informed that the Medicaid program has financial eligibility requirements not addressed as part of this screen. |

- authorize the agency or attendmg physician to provide the DOM with information necessary to meet the federal
requirements for reweg.f «and/or assist me in seeking long term care services.

-«s

: *Signed:
. Person/Legal Representative Date

: *Signed:
; Witness Date

*Denotes Required Fieids

MSRAS MS LTC PAS 01/08



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care
1X. LEVEL [l DETERMINATION

THIS SECTION IS TO BE COMPLETED ON ALL PERSONS BEING CONSIDERED FOR PLACEMENT IN A
NURSING FACILITY

-Complete Part A to determine if person is exempt from Level || evaluation due to medical diagnosis or other
qualifying factor. Yes answers must be supported by data entered in previous PAS sections, as indicated.

-Complete Part B to document if person has a mental iliness or is mentally retarded/developmentally disabled
{Part B must be completed if one of the exemption criteria are marked in Part A) )
Aﬁ%;}”;
-Referrals must be made even if physician certifies that, in his/her opinion, a Level |l evéluation is not
indicated at this time {physician finding will be cansidered by DOM when making fL@éij'determi;natlon
regarding the person’s need for an evaluation) © '

A. Exemption Criteria

Person has diagnosis of Alzheimer's Disease

or other Dementia

2. Person is in need of nursing care for a
terminal illness with a life expectancy of six (6)
months or less

3. Person has severe physical iliness such as
coma, functioning at brain stem level or -
diagnosis such as severe COPD, Parkinggf’s
Disease, Huntington's Disease, Amyotrophic
Lateral Sclerosis and Severe Congestive '
Heart Failure

4. Person is ventilator dependent ectionﬁ.gﬁ

{likely to be less than 30 days) anci
admitted dlrectly from a hospltal

a nursing facility nt'):'t:f;to exoeéd

if any quesﬂon in Part A has.been answered “Yes", person is exempt from Level It evaluation. (Part B must still be
corqplefed)

£
*Denotes Required Field

MS PAS MS LTC PAS 01/08



MISSISSIPPI DIVISION OF MEDICAID
Pre-Admission Screening (PAS) Application for Long Term Care

IX. LEVEL It DETERMINATION - continued

B. Level Il Referral

Person has diagnosis of Mental Retardation Section V.A
2. Person has a history of, or presents any
evidence of cognitive or behavior functions Section V.C
that indicate the need for an MR evaluation _
3. Person has a diagnosis of a major mental Section V.A and |CD- o

iiness 9 portion of physician

certification form
Person has a recent history of a mental illness Section IV.B.7 (score

of 1,2, 3 or.f)
Person takes, or has a history of taking, Y
psychotropic medication(s) Section V.C <

*|

Denoctes Required Fields

MSPAS MS LTC PAS 01/08



MISSISSIPPI DIVISION OF MEDICAID
Pre-Admission Screening (PAS) Application for Long Term Care

X. PAS SUMMARY & PHYSICIAN CERTIFICATION (Hard Copy PAS)

Hard copy PAS summary and cerfification instructions: Transfer information from earlier PAS sections to

summary, as directed below. Obtain ICD-9 diagnosis data/certification from physician and forward to DOM/LTC
along with PAS Informed Choice — Person Choice page or separate Informed Choice form.

PAS Score (to be compieted by DOM/LTC only) —

*Narme {Last, First, Middle):

Medlcaid Number: Medicare Number:

*SSN: *DOB (MM/DD/YR} {MM/DDICCY Y]

1. Mobility/Ambulation 0 2 St 2 3
2. Community Mability 0 1 2 o, %i@ 2 3
3. Transferring o 1 2 03%‘ 1 2 3
4. Eating 0 1 2 5@ 1 2 3
| §. Meal Preparation o 2 g 2 3

istance drawing-up and/or
tnjectln ii;igukn

Needs assistance wifinger sticks and/or
understanding glucose testing results

*Screener Judgment of
Impairment Level

1. Verbally Aggressive %, 8 1 2 3 f>0— : 1. Verbally Aggressive ¢ 1
2. Physically Aggressive 1] 1 2 3 ff>0— 2. Physically Aggressive 0 1
3. Resistive a 1 2 3 ff>0-- 3. Resistive 0 1
4. Wandering/Elopement 0 1 2 3 if»0— | 4. Wandering/Elopement i} 1
5. Inappropriate/Unsafe 0 1 2 3 H>0— 5. Inappropriate/Unsafe 0 1
6. Self-Injurlous ] 1 2 3 >=0— | 6. Self-Injurious 0 1

*Denotes Required Fields

MS-RAS MS LTC PAS 01/09



MISSISSIPPI DIVISION OF MEDICAID

Pre-Admission Screening (PAS) Application for Long Term Care

X. PAS SUMMARY & PHYSICIAN CERTIFICATION (Hard Copy PAS) - continued

*Name (Last, First, Middle): *PAS Date:

Alzheimer's or non-Alzheimer's Dementia Yes No Traumatic Brain Injury Yes No
e _ e Severe orthopedic or neurological impairment (as

Paralysis — Hemiplegia Yes | No ' ingicated by a “yes’ in V.D.8 — Medical Status) Yes | No

Paralysis — Paraplegia or Quadriplegia Yes No .y

Catheter Care

Physical Therapy

Occupational Therapy Yes No Pressure/Other Ulcer Care’
Ostomy Care

No Tube Feeding

Tumning and Pesitioning

Person has |ag nosis of Alzhe;mer‘s.-‘Dementla? Yes | No @g:ha;a &mggls of Mantal Retaq:latmn” Yes

“«m g %

i *’Pérsﬁn has a hlstoa@i}“ur presents ; aii‘“ avidence of
' oog nlt?sg&m behaworgﬁgng;ons thata“néhcale theneed | Yes | No
. i for an MR‘evaluation? \‘“‘? ,,

Person is in need of nursing care for terminal iliness?

Person has severe physical illness?

Person is ventilator dependent?

Person needs respite care for 10 days or less?

Person needs short term convalescent care {likely to be less
than 30 days) and is being admitted directly from hospital?

Persan needs provisional admlssmn pendmg ;ug;t;g[

Eevasaaf|

Nursing Facility — Assisted Living Walver —

Independent Living

Waiver — Other: —

Cl Waiver —

Screener:

*Date *Printed Name .

"Descrintion

*Physician Certification:
This person is appropriate for Medicaid long term care services. In the event of Nursing Facility pltacement, a
Level I evaiuation (1 1S INDICATED [ IS NOT INDICATED at this time (check one).

*Signature *Date *Printed Name *License Number
*Denotes Required Fields
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